cardiovascular syphilis taken as a whole, and it is always possible that in a case of dermoid cyst the patient may suffer from co-existing syphilitic disease.
There is another class of cyst, probably embryonic in origin, that is found usually in the posterior mediastinum. The histological structure of these cysts very closely resembles that of the normal stomach, the foetal cesophagus, or the bronchus, and occasionally both gastric and bronchial elements may occur together in the same specimen. Only a few cases have been reported, but they seem to occur in young children. They are sometimes very large, and occasion attacks of respiratory distress and cyanosis which are often severe a few moments after a meal. In this respect they resemble cases of diaphragmatic hernia in infants. Tumours of mediastinal glandular origin occurring in children are often difficult to diagnose with certainty. The points of distinction between tuberculous lymphadenitis and Hodgkin's disease are outside the scope of this paper, but both diseases must be distinguished from a teratoma and a lymphosarcoma of the thymus. Many lymphosarcomata of the thymus are tri-lobed tumours and they are found in the anterior mediastinum.
In conclusion, I will just mention the mediastinal lipomata. They are very rare, only twenty-six cases having been reported in the literature. In quite a number of the cases they consist of an intrathoracic and an extrathoracic portion joined by a pedicle which pierces the thoracic cage-the so-called hour-glass or dumbbell tumour. They may be symptomless or may cause discomfort through pressure. They may attain a very large size. In those cases which are.entirely intrathoracic, their recognition is difficult but, as Walker (1936) has recently suggested, the exploring needle can give a clue. No matter what bore of needle is used and no matter to what depth it is inserted, no fluid will be obtained; furthermore, the sensation is that of exploring a pat of butter, and at no stage is there experienced a sense of resistance such as is encountered when the needle penetrates the wall of a dermoid cyst.
Such is a very brief-and, I fear, inadequate-resume of some of the diagnostic difficulties of mediastinal tumours. Their accurate recognition and successful treatment demand the combined skill of the physician, the radiologist, the pathologist, the anmesthetist, and of the thoracic surgeon.
During life it is usually only possible to see the lesions in the lungs by radiography, though occasionally they may also be seen in the spleen and liver, so that in practice the diagnosis which can be made is usually only chronic miliary tuberculoiss of the lungs.
The condition is most frequently found in children and young adults. The clinical features vary widely in such patients and the following provisional classification has been adopted in the analysis of 120 cases.
The first group consists of those patients with a course ending fatally in from three to six months (any case of less than three months' duration is regarded as an acute case). The patients in this group usually had an abrupt onset with pyrexia, dry cough, dyspnoea, and cyanosis, and pursued a febrile course without remissions. The cause of death was usually meningitis or tuberculous toxaemia. These cases thus closely resembled cases of acute miliarv tuberculosis, and differed only in that their duration was abnormally great.
The second group consists of those patients who died after a course of more than six months. The average duration was about two years and the longest eight years.
These, in contrast to the first group, often had a much more insidious onset, with general malaise but without much pyrexia. A further point of distinction from the first group was the presence of remissions, when the patient was afebrile and symptomless, and sometimes even managed to return to work. Such remissions were, however, always of short duration nearly always less than a year-and the patient then relapsed, with symptoms of renewed spread. Another striking difference was the large number of patients who showed evidence of extrapulmonary tuberculosis clinically. This might be in the bones and joints, in the renal tract, in the eyes or in the skin. Often, clinically, these were the first lesions recognized and only on routine radiography was miliary tuberculosis of the lungs discovered. The cause of death varied greatly in this group, for though many died of a fresh tuberculous dissemination, with meningitis or toxaemia, some died of renal tuberculosis or suprarenal tuberculosis, while the pulmonary lesions remained quiescent. A few patients died of right heart failure, presumablv due to stenosis of pulmonary vessels by pulmonary endarteritis.
The third group consists of those who recovered and remain alive and well. The criterion of recovery is taken as two years' complete freedom from all symptoms of tuberculosis, as experience has shown that relapse after this time is verv infrequent. Some of these patients had a tuberculous lesion outside the lungs and the pulmonary lesions remained throughout clinically unimportant; others had some fever, cough, and malaise at the onset, but this was usually slight and transient. An uninterrupted recovery was the rule with such pa-tients though a relapsing course was sometimes seen. A subgroup may here be mentioned in which the whole disease passed unrecognized, and was only later discovered accidentally, bv radiography, or at necropsy, after death from some unrelated condition. Physical signs.-There is nothing characteristic on examination of such patients.
In the acute stages pyrexia, tachycardia, dyspncea, cyanosis, and lassitude are seen and tuberculosis in the eyes, the bones, or the renal tract, may be found, but in the lungs there are usually no abnormal signs and they are never characteristic. The condition has therefore to be recognized by radiography.
Radiography.-The characteristic radiographic appearance is that of multiple small opacities covering both lungs and scattered uniformly throughout the field. In the more acute stages they are often soft and ill-defined, giving a hazy ground-glass appearance, but in the chronic forms the opacities are usually harder and more discrete with clear intervening lung tissue. Occasionally fine striae are seen joining the miliary opacities, and these are probably due to a spreading lymphangitis.
The diagnosis has to be made from other conditions which may produce a similar radiographic picture. Of these the most important is probably pneuimonokoniosis, and the history of exposure to harmful dust over a long period is the essential point in distinguishing this condition. Secondary carcinomatosis has also to be considered but this occurs usually later in life, is rapidly progressive, and the primary growth can generally be discovered. There are a great number of other conditions which may occasionally lead to confusion. Disseminated bronchopneumonia, congestive heart failure, and the miliary forms of syphilis, Hodgkin's disease, actinomycosis, aspergillosis, amyloidosis, and xanthomatosis are among these. Positive proof that the opacities in the lungs are due to tuberculosis cannot always be obtained during life. Tubercle bacilli are found in the sputum in only about half the cases and in a few others are found by gastric lavage or analysis of the stools.
Evidence of active tuberculosis in a further 20% may often be found elsewhere by biopsy or urine analysis, and then there is a very strong probability that the lesions in the lungs are also tuberculous. Even w%hen such proof is lacking, miliary tuberculosis may still be the most likely diagnosis and such tentative diagnoses have been confirmed by necropsy in a few.
In conclusion, multiple small discrete opacities seen in a skiagram of the chest are quite likely to be miliary tubercles, but they do not necessarily indicate a hopeless prognosis. When they are found in association with tuberculosis elsewhere they do not therefore contra-indicate local treatment, even by operation if necessary, though they do probably make the ultimate outlook less hopeful. Their activity and importance must be assessed by the other clinical features of the case, especially the presence or absence of toxaemia.
